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Introduction: Geriatric syndromes are associated with morbidity and poor quality of life (QOL). 
Urinary incontinence (UJ) is one of the most prevalent geriatric syndromes. However, there is 
little research on the association of UI and UI-related QOL with other geriatric syndromes. The 
aim of this exploratory study were to examine the effect and coexistence of geriatric 
syndromes, admission type and surgical severity on UI-related QoL in patients hospitalized in 
the urology clinic. 

Materials and methods: This study was conducted among 250 older inpatients (aged 65 years 
and older between October 2019 and March 2020) at Zonguldak Bulent Ecevit University 
department of Urology, Zonguldak, Turkey. After ethical approval and patient consent, we 
examined geriatric syndromes and related factors including cognitive impairment, delirium, 
depression, decreased mobility, multiple drug use, malnutrition, pain and fecal incontinence as 
well as hospitalization patterns and surgical severity of the patients. Ul-related QOL was 
assessed using the International Consultation on Incontinence Questionnaire-Short Form. 
Multiple logistic regression analysis was used to evaluate these associations. 

Results: Geriatric syndromes and related factors were associated with UI. Moderate cognitive 
decline (odds ratio [OR], 3.764; 95% confidence interval [CI], 1.621- 8.742), Charlson 
Comorbidity Index (CCI) (odds ratio [OR], 1.56; 95% confidence interval [CI], 1.24-5.05) and 
the number of medication used (odds ratio [OR], 1,33; 95% confidence interval [CI], 1.11-1.58) 
were associated with increased probability of having UI. Cognitive impairment, length of 
hospital stay had an inverse and age of patients had a direct effect on patients UI-related QoL. 
Conclusions: Ul-related quality of life was associated with some factors. Especially in the 
urology clinic, evaluating the cognitive functions of elderly patients, reviewing the drugs they 
use and minimizing the length of stay in this patient group will contribute significantly to their 
quality of life. 


© 2022 The Authors. Published by Iberoamerican Journal of Medicine. This is an open access article under 
the CC BY license (http://creativecommons. org/licenses/by/4.0/). 
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Factores que afectan la calidad de vida relacionada con la incontinencia urinaria en 
pacientes geriatricos: un estudio transversal observacional en una clinica de urologia 
de un hospital terciario en Turquia 
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Introducciodn: Los sindromes geriatricos se asocian con morbilidad y mala calidad de vida (CV). 
La incontinencia urinaria (IU) es uno de los sindromes geriatricos mas prevalentes. Sin 
embargo, hay poca investigacion sobre la asociacion de la IU y la CdV relacionada con la IU con 
otros sindromes geriatricos. El objetivo de este estudio exploratorio fue examinar el efecto y la 
coexistencia de los sindromes geriatricos, el tipo de ingreso y la gravedad quirurgica en la 
calidad de vida relacionada con la IU en pacientes hospitalizados en la consulta de urologia. 
Materiales y métodos: este estudio se realiz6 entre 250 pacientes hospitalizados mayores (de 
65 afios o mas entre octubre de 2019 y marzo de 2020) en el departamento de Urologia de la 
Universidad Zonguldak Bulent Ecevit, Zonguldak, Turquia. Después de la aprobacion ética y el 
consentimiento del paciente, examinamos los sindromes geriatricos y los factores 
relacionados, incluidos el deterioro cognitivo, el delirio, la depresion, la disminucién de la 
movilidad, el uso de multiples drogas, la desnutricion, el dolor y la incontinencia fecal, asi como 
los patrones de hospitalizacion y la gravedad quirtrgica de los pacientes. La calidad de vida 
relacionada con la IU se evalud mediante el Cuestionario de consulta internacional sobre 
incontinencia: formato corto. Se utilizé andalisis de regresion logistica multiple para evaluar 
estas asociaciones. 

Resultados: Los sindromes geriatricos y factores relacionados se asociaron con la IU. Deterioro 
cognitivo moderado (odds ratio [OR], 3,764; intervalo de confianza [IC] del 95 %, 1,621-8,742), 
indice de comorbilidad de Charlson (ICC) (odds ratio [OR], 1,56; intervalo de confianza [IC] del 
95 %, 1,24- 5,05) y el nimero de medicamentos utilizados (odds ratio [OR], 1,33; intervalo de 
confianza [IC] del 95 %, 1,11-1,58) se asociaron con una mayor probabilidad de tener IU. El 
deterioro cognitivo, la duracion de la estancia hospitalaria tuvieron un efecto inverso y la edad 
de los pacientes tuvo un efecto directo sobre la calidad de vida relacionada con la IU de los 
pacientes. 

Conclusiones: la calidad de vida relacionada con la IU se asociéd con algunos factores. 
Especialmente en la consulta de urologia, evaluar las funciones cognitivas de los pacientes 
mayores, revisar los farmacos que utilizan y minimizar el tiempo de estancia en este grupo de 
pacientes contribuira significativamente a su calidad de vida. 


© 2022 Los Autores. Publicado por Iberoamerican Journal of Medicine. Este es un articulo en acceso abierto 
bajo licencia CC BY (http://creativecommons. org/licenses/by/4.0/). 
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2022;4(4):177-184. doi: 10.53986/ibjm.2022.0030. 


1. INTRODUCTION 


Advances in the field of medicine have caused an increase 
in the geriatric age group in the world [1]. Although 


factors in this age group [3]. UI is the most common of these 
syndromes [5]. UI is an important cause of poor quality of 
life (QoL), morbidity and mortality in geriatric patients [5]. 
Age, gender, number of births, previous urogenital surgery, 
obesity and chronic disease are reported risk factors for UI 


advanced age is not assumed as a disease, physiological [6]. In addition, mental problems such as cognitive 


changes in this group of patients make them more 
susceptible to both surgical and medical conditions [2]. 

Geriatric syndromes include cognitive impairment, 
delirium, depression, fecal incontinence, mobility decline 
and urinary incontinence (UI) are associated with significant 
morbidity [3]. These syndromes, which are quite common, 
have multifactorial etiological causes [3, 4]. Multiple drug 
use, malnutrition and pain are some important etiological 


impairment are also related to UI [3, 6]. Among older adults, 
UI is more likely to occur not only because of underlying 
diseases, but also because of the various functional 
disabilities that patients have at the time of hospital 
admission [6]. 

There is a lack of specific research in geriatric patients of UI 
and UI-related QoL in a surgical clinic [7]. Moreover, there 
is not enough information about incontinence in men, as 
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most studies have focused on women [3]. 

The aim of this exploratory study were to examine the effect 
and coexistence of geriatric syndromes, admission type and 
surgical severity on UI-related QoL in patients hospitalized 
in the urology clinic. 


2. MATERIAL AND METHODS 


Geriatric patients (65 and over years old) who were 
hospitalized for various reasons and for more than 3 days 
between October 2019 and March 2020 were prospectively 
evaluated at Zonguldak Bulent Ecevit University 
department of Urology, Zonguldak, Turkey. Patients who 
were hospitalized for less than three days, transferred to 
another clinic, had severe dementia findings (severe 
cognitive decline), severely impaired general condition, 
illiterate, advanced vision and hearing problems and refused 
to participate in the study were excluded from the study. 
The patients were grouped according to the type of 
hospitalization (emergent and non-emergent) and surgical 
weight. Continence status and related quality of life of the 


patients were questioned. We also examined geriatric 
syndromes and some of their known associated risk factors. 
Approval was obtained from the local ethics committee of 
Zonguldak Biilent Ecevit University (protocol number: 


2019-47-03/04), and before participating in the study, 
Table 1: Patient’s baseline sociodemographic characteristics. 


Normal Urinary incontinence (UI) 


(n=110) 
Age, median(qi/q3) 71 (68/78) 71.5 (68/78) 
BML, meaian(q1/q3) 24 (23/26) 24 (22/26) 
Gender 
Male 190 (76%) 90 (81.8%) 
Female 60 (24%) 20 (18.2%) 
Marital status 
Married 170 (68.0%) 80 (72.8%) 
Single/Divorced 13 (5.2%) 5 (4.5%) 
Widow 67 (26.8%) 25 (22.7%) 
Education 
Literate 15 (6.0%) 5 (4.5%) 
Primary school 167 (66.8%) 73(66.4%) 
Secondary 62 (24.8%) 30 (27.3%) 
High school 6 (2.4%) 2 (1.8%) 
Living arrangements 
Independent 198 (79.2%) 93 (84.5%) 
Nursing home 2 (0.8%) 0 (0.0%) 
Home assistant care 50 (20.0%) 17 (15.5%) 
Hypertension, 111 (44.4%) 50 (45.5%) 


written consent was obtained from the patient or their 
relatives according to patients’ level of cognitive status. 

All measurements were made face-to-face and by trained 
personnel, using standardized questionnaires. 


2.1. DEMOGRAPHY AND COMORBIDITIES 


e Demographic data such as age, gender, marital status, 
educational status, body mass index, comorbidity, 
number of drugs used, American Society of 
Anesthesiologists (ASA) scores, surgical data and 
length of hospital stay were recorded. The patient was 
questioned and the surgical history and data such as 
hypertension, diabetes mellitus and cerebrovascular 
disease were obtained. 

e Urinary incontinence: 

ICIQ-SF complemented by patients with UI to assess 
the severity as well as its effect on QoL. This 
questionnaire consists of four subscales. The total 
score consists of the sum of points of the first three 
questions. According to this score, the severity of UI is 
divided into 5 groups. We evaluated the QoL in 
relation to the UI using the third question of ICIQ-SF. 

e Geriatric syndromes and related factors: 

The patients were evaluated using various validated 
questionnaires in terms of the presence of geriatric 
syndrome as well as polypharmacy, mulnutrition, pain 


UI related QoL 
(n=140) (median (q1/13) or r) 

71 (68/78) 0.462 r: -0.126 0.047s 

25 (23/27) 0.244 r: 0.028 0.665 


p value p value 


100 (71.4%) 0.073 0 (0/1) 0.225 
40 (28.6%) 0 (0/2) 


90 (64.3%) 0 (0/1) 
8 (5.7%) 0 (0/2) 
42 (30.0%) 0 (0/3) 


10 (7.1%) 0 (0/1) 
94 (67.1%) 0 (0/2) 
32 (22.9%) 0 (0/1) 

4 (2.9%) 1(0/1) 


105 (75.0%) 0 (0/1) 
2 (1.4%) ‘ 

33 (23.6%) 0 (0/2) 
61 (43.6) 0.798 © 0(0/1) 0.011 # 


Diabetes Mellitus 76 (30.4%) 34 (30.9%) 42 (30.0) 0.891 ¢ 0 (0/2) 0.365 & 


Stroke 17 (6.8%) 4 (3.6%) 


13 (9.3) 0.127 ¢ 1(0/2) 0.206 & 


‘Any Surgery 210 (84.0%) 89 (80.9%) 121 (86.4) 0.297 © 0(0/1) 0.883 # 


CCL median(gi/q3) 3 (3/4) 3 (3/4) 


3 (3/4) 0.428 # r: 0.086 0.176 s 


ASA SCOFE, median(qi/q3) 3 (3/3) 3 (3/3) 3 (3/3) 0.517% r: -0.098 0.161 s 


Number of drugs 
3 (2/5 2.5 (2/4 
used | median(qi/q3) 


3 (2/5) 0.005 * r: 0.080 0.206 s 


BMI: Body mass index; CCI; Charlson comorbidity index; ASA: American Society of Anaesthesiologists. 
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and fecal incontinence that may be associated with UI. 
Cognitive impairment, delirium, depression, and 
decreased mobility were considered the main geriatric 
syndromes. 

Cognitive function was assessed using a standardized 
Mini Mental State Examination (MMSE) Test [8]. 
Scores of 25 and above are considered normal. A score 
of less than 13 indicates a serious cognitive decline. 
Scores between 14-20 indicate moderate and scores 
between 21-24 indicate mild cognitive decline. The 
Geriatric Depression Scale Short Form consisting of 15 
questions was used to evaluate the presence of 
depression. 8 points and above was accepted as 
depression. Delirium was screened using the Nursing 
Delirium Screening Scale consisting of 5 questions. If 
the score was greater than 2, the presence of delirium 
was accepted. Malnutrition was assessed using the 
Malnutrition Screening Test. Patients having a score 
more than 2 points 
malnutrition. Intestinal functions of the patients were 
evaluated using the Low Anterior Resection Syndrome 
(LARS) score form. The presence of fecal incontinence 


were considered to have 


was accepted in patients with a total score of 2 and 
above. 

"Can you climb the stairs without help?" and "Have 
you had more than a day of pain in the past 2 weeks?" 
were the questions to affirm the existence of mobility 
decline and pain. "How many drugs are you currently 
taking?" was the question to affirm polypharmasy 
defined as having more than 5 drugs [9]. 


2.2. SURGICAL HISTORY 


Elective hospitalisation was assumed when patients 
admitted to the hospital according to 
appointment list; for patients admitted from the emergency 
department or outpatient clinic or transferred from another 
center on an unplanned basis non-elective hospitalisation 


the elective 


was assumed. 
Looking at the literature, there is no standard definition for 


surgery is still being discussed. It is generally recommended 
to define minor surgery for surgeries that can be performed 
in office conditions; it has been suggested to define major as 
a minor procedure that may pose a risk to the patient. In this 
framework, surgeries (open surgeries and percutaneous 
surgeries) that must be performed in an absolute hospital 
environment are defined as major surgery. Minimally 
invasive endoscopic procedures were defined as minimal, 
and minor procedures were also considered major, 
considering the patient's comorbidity and condition during 
the procedure [10] 


2.3. STATISTICAL ANALYSIS 


The conformity of univariate data to normal distribution was 
evaluated with the Shapiro-Wilk test. Mann-Whitney U test 
was used together with Monte Carlo results to compare two 
independent groups with each other according to 
quantitative data. In the comparison of more than two groups 
according to quantitative data, Jonckheere-Terpstra Test and 
Kruskal-Wallis H Tests were used together with Monte 
Carlo results, while Dunn's Test was used for Post Hoc 
analyses. Spearman's rho test was used to examine the 
correlations of the variables with each other. In comparison 
of categorical variables with each other, Pearson Chi-Square 
and Fisher Exact and Fisher-Freeman-Halton tests were 
tested with Monte Carlo Simulation technique and column 
ratios were compared with each other and expressed 
according to Benjamini-Hochberg corrected p value results. 
Logistic regression test was used to determine the cause - 
effect relationship of the incontinent state with other 
explanatory variables, first one by one (Enter) for each 
variable, and then the model using the Backward screening 
method for both conditions with and without correcting the 
important variables according to age, gender and length of 
hospital stay created. Quantitative variables were expressed 
as Median (Percentile 25 / Percentile 75) in the tables, while 
categorical variables were shown as n (%). Variables were 
analysed at a 95% confidence level and a p value of less than 


0.05 was considered significant. SPSS 26.0 (BM 


Table 2: Surgical weights of the surgical procedures applied. 
Surgical weight 


Intervention Minor surgery 


(n=154) (%) 


Total 


Major surgery (n=206) (%) 


(n=52) (%) 


Transurethral prostatectomy 34 (22.1) 12 (23.1) 46 (22.3) 
Transurethral bladder resection 12 (7.8) 9 (17.3) 21 (10.2) 


Open surger: 0 (0.0) 


21 (40.4) 21 (10.2) 


Endoscopic stone surgery 3 (1.9) 7 (13.5) 10 (4.9) 
Diagnostic cystourethroscop 51 (33.1) 0 (0.0) 51 (24.8) 


Cystosuretroscopy (with additional 
intervention) 
Local intervention 


49 (31.8) 


5 (3.2) 
surgical weight [10]. The concept of major and minor 


3 (5.8) 52 (25.2) 
0 (0.0) 52,4) 
Corporation, Armonk, New York, United States) program 
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was used in the analysis of variables. of cognitive impairment, it is seen that there is no significant 


Table 3: The treatment process of the patients in the urology ward. 


UI related QoL 
(median (q1/13) or r) 


Normal 
(n=110) 


Urinary incontinence (UD) 


(n=140) p value 


p value 


Admission type 
Emergent 
Elective 
Extent of surgery 
No operation 
Minor surgery 
Major surgery 


13 (9.3%) 
127 (90.7%) 


23 (9.2%) 
227 (90.8%) 


10 (9.1%) 
100 (90.9%) 


44 (17.6%) 
154 (61.6%) 
52 (20.8%) 


20 (18.2%) 
68 (61.8%) 
22 (20.0%) 


24 (17.1%) 
86 (61.4%) 
30 (21.4%) 


0(0/1.5) 
0 (0/2) 
0 (0/2) 


Length of Hospital 
Stay, median(qi/q3 
Discharge destination 
Home 
Nursing home 
Another hospital 
Exitus 


6 (4/11) 5 (4/9) 


246 (98.4%) 
1 (0.4%) 
1 (0.4%) 
2 (0.8%) 


110 (100.0%) 
0 (0.0%) 
0 (0.0%) 
0 (0.0%) 


3. RESULTS 


Among 250 patients, 140 reported experiencing UI in the 
previous 4 weeks though no statistically significant 
difference was seen between genders (p=0.073). Mean age 
of patients was 72.9+5.9 (min: 65-max: 90) years. Of the 


136 (97.2%) 


7 (5/12) 


0 (0/2) 
1 (0.7%) 
1 (0.7%) 
2 (1.4%) 


difference in mild impairment symptoms of the patients, but 
moderate impairment findings are more common in patients 
with impaired continence (p=0.005). Among the UI- 
associated conditions, patients with incontinence seem to 
use more medication (p=0.005). 

When UlI-related QoL was evaluated, it is seen that there is 
only a statistically significant relationship between cognitive 
impairment among geriatric syndromes (p=0.014). There is 


Table 4: The relationship of urinary incontinence (UI) with geriatric syndromes and related factors. 


Total 
(n=250) 


Normal 
(n=110) 


Geriatric syndromes 
and related factors 


Cognitive decline 

96 (38.4%) 
94 (37.6%) 
60 (24.0%) 


52 (47.3%) ® 
Al (37.3%) 


Moderate 17 (15.5%) 


Urinary 
incontinence (UI) 
(n=140) 


44 (31.4%) 
53 (37.9%) 
43 (30.7%) 4 


UI related QoL 


Base eeanedian ala ior 


0.014 
non-mild=0.999 
non-moderate=0.028 
moderate-mild=0.048 


Depression 6 (2.4% 3 (2.7% 3 (2.1% 0.999 0 (0/2) 0.901 


A%) 7%) ) 
Delirium 7 (2.8%) 1 (0.9%) 6 (4.3%) 0.139 1 (0/3) 0.427 


Mobility decline 194 (77.6%) 85 (77.3% 


109 (77.9%) 0.999 0 (0/2) 0.962 


3%) 
Polypharmacy 70 (28.0%) 24 (21.8%) 46 (32.9%) 0.065 0 (0/2) 0.378 


Malnutrition 25 (10.0%) 6 (5.5%) 


19 (13.6%) 


0.054 1 (0/3) 0.068 


Pain 152 (60.8%) 61 (55.5%) 91 (65.0%) 0.151 0 (0/2) 0.328 


Faecal incontinence 125 (50.0%) 49 (44.5%) 


76 (54.3%) 


0.161 0 (0/2) 0.492 


4 Expresses significance relative to the non-incontinence group; ® Expresses significance according to the group with incontinence. 


patients 190 (76%) were male and the median length of stay 
was 6 days (interquartile range 4-11 days). Patients’ 
sociodemographic characteristics are summarized in Table 
1. 82.4% of the participants had a urological operation, 
17.6% of them were hospitalised to treat conservatively. 
While the majority of the admissions were elective (90.8%), 
only 20.8% of the patients underwent a major surgery. 

The surgical weights of the surgical procedures we applied 
to our patients and the treatment process of the patients are 
summarized in Table 2 and Table 3. 

All patients had at least one geriatric syndrome. The 
relationship of UI with geriatric syndromes and related 
factors are shown in Table 4. Nothing but cognitive 
impairment appears to be associated with UI among geriatric 
syndromes (p=0.007). When evaluated in terms of the level 


an inverse correlation between the cognitive impairment 
level of the patients and their QoL. There is a statistically 
significant relationship with UlI-related QoL, inversely 
proportional to the length of stay in acute ward and directly 
proportional to their age (p=0.047, p=0.004, respectively). 
In the multivariate analysis (Table 5), itis seen that moderate 
cognitive decline increases the possibility of UI more than 3 
times and this increase continues when adjusted according 
to the age, gender and length of stay in acute ward. Charlson 
Comorbidity Index (CCI) (odds ratio [OR], 1.56; 95% 
confidence interval [CI], 1.24—5.05) and the number of 
medication used (odds ratio [OR], 1,33; 95% confidence 
interval [CI], 1.11—1.58) were also associated with increased 
probability of having UI. 
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4. DISCUSSION 


In the elderly population, the patient because of 
embarrassment and consideration as a natural consequence 
of aging rarely reports UI [11]. Often, affected individuals 
reject and hide the presence of UI, causing physical and 
psychosocial restrictions to enjoy life. It is associated with 
poor QoL, which includes loss of self-confidence and social 
isolation in addition to negative consequences such as 
anxiety, depression, impaired sexual life and decreased 
physical activity [12, 13]. 

In this study, we revealed the factors affecting UlI-related 


difference was observed [17]. Similar to this study, we did 
not find a gender relationship in terms of UI-related QoL. 
Therefore, in our study, UI seems to affect the QoL equally 
in both genders. Patients with and without UI were similar 
in terms of age groups. When we look at the UI-related QoL, 
it is seen that there is an inverse relationship with age. We 
think this is a momentous finding. As, the term QoL includes 
various domains in human life that describes the 
expectations of an individual or society for a good life [7], 
this issue may be a consequence of decreased expectations 
or a result of shame of patients. This is in line with the 


findings of Pizzol et al. [7] However, Alappattu et al.’s 


Table 5: Association between patient related factors and urinary incontinence. 


Univariate 
Odds Ratio 
(95% CI) 
1.003 (1.000-1.007) 
1.010 (1.001-1.020) 


Variable 


Age 0.066 
BMI 0.047 


Multivariate* 
Odds Ratio (95% 
Cl) 


Multivariate 
Odds Ratio 
(95% CI) 


p value 


Number Of Drugs Used 
Admission Type 


1.112 (1.039-1.190) 
0.533 1.300 (0.570-2.965) 
0.191 
0.148 


0.269 
0.006 


Extent Of Surgery 
Minor 
Major 
Length Of Hospital Stay 
Cognitive Decline 
non (reference) 0.002 
Mild 0.217 
Moderate 0.001 


1.265 (0.920-1.738) 
1.364 (0.787-2.364) 


1.039 (1.011-1.068) 


1.293 (0.860-1.943) 
2.529 (1.443-4.435) 


1.325 (1.109/1.583) 0.002 1.335 (1.110/1.605) 


0.007 
0.073 
0.002 


Depression 0.055 1.280 (0.994-1.649) - - - - 


0.109 1.229 (0.955-1.583) 


1.240 (0.732-2.100) 


Delirium 
Mobility decline 
UI related factors - 

Polypharmacy 0.551 
Malnutrition 0.258 
Pain 0.999 

Faecal incontinence 0.788 


1.093 (0.816-1.464) 
1.163 (0.895-1.512) 
1.000 (0.673-1.486) 
1.049 (0.739-1.490) 


* Adjusted by age, gender and hospital stay. BMI: Body mass index; CCI; Charlson comorbidity index; ASA: American Society of 
Anaesthesiologists. 


QoLin the elderly patient population hospitalised in the 
urology ward. Although UI can be seen in both genders, in 
general, the prevalence of UI in women is reported to be 
twice more than in men [7, 14]. This difference is generally 
tried to be explained by anatomical differences. Even we 
observed UI to be higher in women than in men in our study, 
this difference was not statistically significant. In a German 
aging survey conducted by Buczak-Stec, it was reported that 
the quality of life was more affected in men [15]. In a meta- 
analysis by Kwon et al., it was reported that women's UI- 
related QoL was worse [16]. In the other meta-analysis 
performed by overcoming the small sample size, no gender 


study, in which patients with various neuromuscular 
diseases were evaluated, revealed the contrary [18]. 

The severity of cognitive impairment and the degree of 
inactivity are the two most important determinants of 
incontinence in dementia patients [19]. In our study, we 
found a_ significant relationship between cognitive 
impairment and UI. Moreover, in the regression analysis, we 
found that while mild cognitive impairment was not a risk 
factor for UI, moderate cognitive impairment increased the 
risk of UI more than 3 times, regardless of age and gender. 
Problems in mobilization have been shown to be more 
important predictors of incontinence than the severity of 
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dementia. [19]. Although this finding is consistent with the 
current literature [17, 19], we could not reach a similar 
conclusion between mobility restriction and incontinence in 
our patients. Moreover, we found that as the cognitive 
functions deteriorated, the QoL scores expressed by the 
patients also worsened. We think that this situation can be 
explained by the enhancing effect of cognitive impairment 
and UI in patients. Although the presence of depression and 
delirium are geriatric syndromes that impair QoL, we could 
not find a relationship between patients’ QoL associated with 
UL. 

Polypharmacy is known as a risk factor for UI [3]. In our 
study, the number of drugs used by UI patients, regardless 
of age and gender, was statistically significantly higher. 
However, when we defined it as polypharmacy, we could 
not see a Statistical significance among the patients. In 
addition, we could not find a relationship between the 
amount of medication used and the patients' QoL. When we 
look at the literature, we see that there is no standard 
terminology in the definition of polypharmacy [20]. We 
think that this inconsistency in our study may be related to 
the lack of definition in this standard. 

The relationship with UI and increased comorbidity of the 
patients is known [6]. The risk increases with both the effect 
of the current disease and the effect of the drugs used for 
these diseases. In our study, we could not find a significant 
relationship between patients’ existing systemic diseases 
such as hypertension, diabetes mellitus and stroke and UI. 
Although there was not a significant difference between 
groups when we used CCI, we saw a risk relationship 
between CCI and UI in the regression analysis. A recent 
meta-analysis aimed at finding the relationship between 
patients' comorbidities and UI-related QoL failed to show 
this relationship [7]. Similar to the literature, in our study, 
we could not find a relationship between comorbidities and 
UlI-related QoL. 

When we searched the literature, we could not find any study 
examining the relationship between the type of 
hospitalization and the UI associated QoL. In the study of 
McRae et al. reported that non-elective hospitalizations 
increased the risk of developing geriatric syndromes [21]. In 
the same study, the likelihood of geriatric syndrome 
increases as the severity of surgery increases [21]. Although 
the concept of our study was different, we could not find a 
relationship between UI and the way patients applied to the 
hospital. Similarly, there were no relationship between the 
type of hospitalization and the patients' UI associated QoL. 
In addition, we could not find a relationship between 
surgical severity and UI and UI-related quality of life. 

Our aim was to address the UlI-related QoL of cross- 


sectional geriatric patients. However, it would be better to 
evaluate our study with its limitations. We think that the fact 
that we accept UI as the presence of uncontrolled urine flow 
in our study may be a factor that prevents us from making 
an adequate interpretation. Designing the study according to 
UI subtypes will enable us to reach a precise conclusion. All 
of our patients had at least one geriatric syndrome, which 
actually seemed very high. In addition, since our evaluations 
were instantaneous, we could not distinguish whether we 
were evaluating the existing complaints of the patients or the 
newly developed situation. Additionally, the fact that the 
definition of polypharmacy is not standardized may affect 
the results of the study. Therefore, we think that this problem 
can be overcome by designing a multicentre study with a 
large number of patients using definitions that are more 
standard. 

Despite these limitations, our findings in this cross-sectional 
study that we conducted in our urology clinic are valuable. 
The geriatric age group constitutes a significant portion of 
the patients admitted to the urology clinic. Most of these 
patients one geriatric syndrome and 
comorbidities that may predispose to it. UI has an important 


have at least 
place in urology practice and it further reduces the quality of 
life of patients who already have low quality of life. 

In conclusion, this study highlights the necessity of 
supporting elderly incontinence patients with geriatric 
syndrome followed in the urology clinic. In particular, 
evaluating and supporting their cognitive functions, 
reviewing and regulating the drugs they used will contribute 
significantly to the QoL in this patient group. 
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